Section of Pcediatrics points to a group of histiocytes with foamy cytoplasm. bleeding time 41 min., clotting time 4 min. 10 sec. Blood cholesterol 250 mg. %, serum proteins 5 8 grams%, A/G ratio 2-4: 1. X-rays of skull and skeleton: no abnormality.
Treatment with prednisone was commenced on 17.8.56, 2-5 mg. six-hourly. As the skin condition did not improve and the lung picture deteriorated the dose was doubled one month later. Following this there has been steady improvement, with quick resolution of the lung infiltrations, and gradual fading of the rash.
There have been several pyrexial episodes due to minor staphylococcal skin infections, which have responded to antibiotics. The child is thriving, and progressing normally. Some fullness of the face, and a double chin have developed recently, and the dose of prednisone was reduced to 5 mg. thrice daily; however, during a recent severe upper respiratory infection the rash became more marked, and there was some enlargement of the spleen; the dose was therefore increased to 7-5 mg. thrice daily, with beneficial results so far.
Comment.-It is now generally recognized that Letterer-Siwe disease, or infective reticuloendotheliosis, is closely related to Hand-Schiller-Christian syndrome (and eosinophil granuloma of bone), as pointed out by Wallgren (1940) . It appears to be the form of the disease which manifests itself in infancy and early childhood. At this age it is more malignant, with a very poor prognosis, although occasionally spontaneous recovery has been reported.
Antibiotics have been tried, with moderate success, as have X-ray treatment and nitrogen mustard. The latest addition in the therapy of the disease is cortisone, and ACTH. Cox (1953) has described a case treated successfully with cortisone, and has reviewed this form of treatment .
Our patient is being treated with prednisone, and we believe that her improvement is propter hoc and not post hoc. She was very ill on admission, and continued to deteriorate until treatment was begun. She improved soon after the dose was increased, with quick resolution of the pulmonary lesions. The rash is proving more obstinate, and the spleen slow to diminish in size. A similar progression of events was noted by Cox in his case; the last relapse shows that the scheme of treatment must be flexible, and the literature suggests that, on the whole, a high dosage is required and that the treatment must be maintained over a long period. We propose to reduce the dose slowly, guided by the clinical findings, and to discontinue it eventually if this proves possible.
We are indebted to Dr. R. I. K. Elliott for the section report, and photographs.
POSTSCRIPT.-The baby subsequently deteriorated quite rapidly and in spite of increasing doses of prednisone she had several successive cyanotic attacks necessitating continuous Boy, aged 15 months. History.-Mother gravida 1. Pregnancy normal and full-term. Long first-stage labour lasting nearly 41 hours, when she was an emergency admission to another maternity hospital. On admission there, mother's cervix was only 3 fingers dilated and when full dilatation had occurred birth was assisted with a low forceps delivery.
Baby's condition at birth poor with blue asphyxia. Colour remained poor initially but responded to intranasal oxygen after a few hours. Birth weight 7 lb. 14 oz. He was very "bubbly" from birth, and this persisted despite frequent extraction of mucus. Cyanotic attack developed at the onset of first bottle feed. CEsophageal atresia was excluded by passage of a catheter into the stomach. He remained bubbly and was transferred to St. Helier Hospital at 14 days of age.
Onz admission.-General condition satisfactory. Left facial paralysis, probably upper motor neurone type. Recurrent attacks of laryngeal obstruction occurred as a result of rapid collection of saliva and mucus in the nasopharynx. Lipiodol introduced into the nasopharynx was promptly aspirated into the trachea, giving a generalized bilateral bronchogram. A neuromuscular defect was suspected and he was seen by Mr. L. F. W. Salmon, E.N.T. specialist, who confirmed that the baby had a right palatal and pharyngeal paralysis, and direct endoscopy showed paralysis of the right vocal cord.
Progress.-Up to 3 months of age mucus and saliva continued to collect rapidly, causing frequent recurrence of respiratory obstruction requiring aspiration every five to ten minutes. After this time aspiration was required less frequently, varying from twenty minutes or longer. up to 6/12 of age, when there was a marked improvement, but aspiration was still required four-hourly before feeds until 8/12 of age.
All feeds were given by tube up to this age, when it became possible for him to take increasing amounts from a spoon; clear sterile fluids were given initially but he progressed quickly to milk and semi-solids by 9/12 of age. His subsequent progress was satisfactory and he was discharged home aged 11/12, weighing 23i lb.
His development is normal and he is a robust and very active child. His condition was reviewed at 15/12 of age. Right pharyngeal paralysis persists. He weighed 28 lb. He swallows semi-solids most easily. He still chokes at times on liquids, and he has difficulty in swallowing any dry or solid food. Walking and talking well advanced.
Comment.-Initially this child's clinical condition was strongly suggestive of aesophageal atresia. After this)had been excluded the alternative diagnoses were: (1) Neuromuscular abnormalities. (2) Tracheo-cesophageal fistula. (3) Sabre-defect in posterior laryngeal wall.
Investigation showed the presence of multiple cranial nerve palsies and it has not been possible to decide whether these were due to birth trauma or congenital failure of development. After this diagnosis the management became predominantly a nursing problem requiring constant attention for many weeks. Peripheral Dysostosis.-S. D. V. WELLER, M.D., M.R.C.P.
Male, aged 15 years. Elder child of healthy parents. Father below average height, having short feet with high arches, but neither parent shows signs of peripheral dysostosis, and sister is also normal. No significant past illnesses, but wore arch supports between ages 5 to 10 years.
Presented in May 1953 with complaint of fingers becoming misshapen for five months. Deformity had been painless except during rubella in March 1953.
On examination (aged 1 I years).-Rather adult facies. Spindle swelling of fingers with some deviation, particularly at first interphalangeal joints.
Short great toes. Negligible disability.
X-rays.-Conical epiphyses showing irregular central fusion, with metaphysis tending to grow over the lateral epiphyseal margins. This feature most obvious in proximal phalanges of great toes and middle phalanges of fingers. Dense epiphyses on some distal phalanges (a normal variant) (Fig. 1) .
Progress.-Deformity has progressed painlessly Present state.-All epiphyses fused in hands and feet (Fig. 2) 
